and Through Knee techniques (Gillis, 1961) , many surgeons continue to remove the leg at the standard above and below knee sites. Despite the large number of these amputations which are performed and the considerable expenditure which is involved in the provision of artificial limbs, very little information is available as to what proportion of patients utilise their prostheses. Perlow (1962) found that although almost all below-knee amputees learned to walk, only about 30% returned to employment. In aboveknee amputees the corresponding figures were 40% and 10%. In view of the inadequacy of the available information it was decided to survey the lower limb amputations performed at The London Hospital in the period covered by the years 1953 to 1962, with particular reference to the patient's ability to make use of an artificial limb.
Material
The study is based on 110 patients, on whom 157 amputations were performed (Tables 1 (a) and 1 (b)). The second amputation usually involved the loss of the other limb at an interval of anything from 2 weeks to 9 years later, but in 15 cases a reamputation at a higher level was required because of failure of healing or an unsuitable stump. The majority of the amputations were of the standard above or below knee variety with stumps respectively 10-11 inches (25-27.5 cms.) and 4-5 inches (10-12.5 cms.) The choice of level is of great importance.
As shown in this and other studies (Perlow, 1962 ) the patient with a below-knee amputation is more likely to make use of a prosthesis. (1962) found that a preliminary lumbar sympathectomy appreciably increased the chances of success of below-knee amputation.
In the present series the evidence on this point was inconclusive.
Stump exercises should be commenced as soon as possible after operation, and their importance emphasised to the patient. Contracture formation must not be allowed and since this seems particularly liable to occur in the time immediately after discharge from hospital and before walking training has commenced, supervision must be arranged during this period. Stump bandaging must be started as soon as the stitches are removed, and again the continuation of this important procedure must not be left to chance.
At this stage the patient is usually referred to the limb-fitting centre but the surgeon should continue to follow the patient's progress closely. Re-education in walking is best carried out in groups where the patient is able to see that his difficulties are not insurmountable and where competition plays an important part in stimulating progress. However, distance sometimes precludes regular attendance at a fitting centre, particularly for an elderly patient, and in this case the surgeon must see to it that walking exercises are arranged locally and must make himself responsible for the general health and morale of the patient. The general practitioner should be kept in touch with events: occasionally one finds that he has never been informed so that when the patient approaches him with some sort of problem he may feel that too great an effort is being required and advise discontinuation of the attempt to walk. Given good management a surprisingly high proportion of amputees regain mobility. 60 of 71 unilateral, and 15 of 30 bilateral amputees were able to use a prosthesis to some extent. As would be expected, the younger patients adapted better to the use of an artificial limb, and a below-knee prosthesis proved to be easier to manage.
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